METHODS: Nine female participants with OAB underwent an extended urodynamics procedure (Laborie Aquarius XT) while ultrasound images of the bladder were obtained using a 3D 6MHz transabdominal probe (GE Voluson E8). The bladder was filled with saline at a rate of 10% bladder capacity (based on an initial clinical fill) per minute while ultrasound images were captured once per minute. Bladder volume was estimated from 2D cross-sectional images in the sagittal and transverse planes assuming an ellipsoid geometry (Eqn 1, V spheroid ), assuming a shape in between an ellipsoid and a cube (Eqn 2, V Bih by Bih et. al. 1998), and from the 3D ultrasound data obtained by tracing the bladder outline in six planes with GE's 4D View software (V 3D , Fig. 1 panel A) .
METHODS: Nine female participants with OAB underwent an extended urodynamics procedure (Laborie Aquarius XT) while ultrasound images of the bladder were obtained using a 3D 6MHz transabdominal probe (GE Voluson E8). The bladder was filled with saline at a rate of 10% bladder capacity (based on an initial clinical fill) per minute while ultrasound images were captured once per minute. Bladder volume was estimated from 2D cross-sectional images in the sagittal and transverse planes assuming an ellipsoid geometry (Eqn 1, V spheroid ), assuming a shape in between an ellipsoid and a cube (Eqn 2, V Bih by Bih et. al. 1998) , and from the 3D ultrasound data obtained by tracing the bladder outline in six planes with GE's 4D View software (V 3D , Fig. 1 panel A) .
In Equations 1 and 2, W is the width (horizontal diameter) and H is the height (vertical diameter) in the sagittal direction and D is the depth in the transverse direction (horizontal diameter). RESULTS: V Spheroid was significantly lower than infused volume (V H2O ) when compared by a paired t-test. V Bih and V 3D tended to be slightly, but not statistically, larger than V H2O (Fig. 1, Fig. 1 panel B).
CONCLUSIONS: The bladder shape cannot be assumed to be an ellipsoid in patients with OAB. Tracing the perimeter in several 3D imaging planes better accounts for the non-uniform geometry, providing a more accurate volume measurement. Volumes estimated by V Bih or by tracing the bladder in 3D were not significantly different from V H2O , demonstrating that these are the most accurate methods of non-invasive assessment of bladder volume. METHODS: A prospective double blinded controlled study of NBI was conducted in 102 consecutive patients with definite or suspected bladder cancer after WLI and NBI cystoscopy by 2 urologists. Transurethral targeted biopsies were performed and the histologic outcomes were compared. We analyzed average RGB color on 3x3 pixel of the randomized 3 other points for abnormal lesions and grossly normal in bladder.
RESULTS: A total of 172 biopsies for suspicious lesions (WLI+/ NBI+¼145, WLI-/NBI+¼27) were taken. The percentage of malignancies in the sites identified only by NBI was 63.0% (17 sites).Of 15 CIS sites, 53.3% was detected by only NBI. The positive predictive value of NBI and WLI were 70.3% and 67.1%, respectively. Bladder washing cytology positive (HR¼3.87, p¼0.002). grossly papillary feature (HR¼6.80, p<0.001) average blue of lesion for WLI (HR¼0.96, p¼0.006) were significant risk factors for detection of bladder cancer during transurethral targeted biopsy.
CONCLUSIONS: NBI is a simple and effective method for identifying CIS without the need for dyes. RGB analysis for bladder wall would be helpful for discrimination bladder cancer.
Source of Funding: none

MP08-07 SINGLE PULSE-PER-SECOND SETTING SIGNIFICANTLY REDUCES FLUOROSCOPY TIME DURING URETEROSCOPY
Todd Yecies*, Anisleidy Fombona, Michelle Semins, Pittsburgh, PA INTRODUCTION AND OBJECTIVES: Both patients and surgeons are exposed to ionizing radiation during endourologic procedures. Modern C-arms have settings that can be modified to lower radiation exposure, including "low-dose" and pulsed fluoroscopy. Pulsed fluoroscopy rates range from a standard rate of 30 to 1 pulseper-second (pps). We present here the only known series evaluating the effect of 1 pps on fluoroscopy time and surgeon radiation exposure.
METHODS: A retrospective review of a single endourologist's operative records was performed over a 12 month period. Adult patients undergoing ureteroscopy were included. At the 6 month point, the switch from continuous "low-dose" to 1 pps "low-dose" fluoroscopy was made. Collected data included age, gender, body mass index (BMI), aggregate stone burden, stone multiplicity, laterality, laser and ureteral access sheath usage, operative time, fluoroscopy time, rates of failed or staged ureteroscopy and complication rates. Surgeon radiation exposure was measured using 1 dosimeter placed at the torso under the lead apron and 1 dosimeter overlying the chest outside the lead apron. Deep Dose Equivalent (DDE), Lens Dose Equivalent (LDE), and e92 THE JOURNAL OF UROLOGY â Vol. 197, No. 4S, Supplement, Friday, May 12, 2017 Shallow Dose Equivalent (SDE) were calculated using the EDE1 formula. RESULTS: A total of 84 and 70 patients underwent ureteroscopy using continuous and 1 pps fluoroscopy, respectively. No significant differences were identified between the 2 groups with regards to patient age (p¼0.96), sex (p¼0.26), BMI (p¼0.95), stone multiplicity (p¼0.31), bilateral ureteroscopy (p¼0.07), pre-stenting (p¼0.99), staged (p¼0.84) or failed ureteroscopy (p¼0.99), ureteral access sheath utilization (p¼0.10), or case duration (p¼0.54). Patients in the 1pps cohort had a larger median stone burden (1.8cm IQR 0.9-2.8cm vs. 1.3cm IQR 0.8-2.0 cm, p¼0.04). Median fluoroscopy time was reduced from 77 (IQR 54-115) to 16 seconds (IQR 13-24) using 1 pps (p<0.001). Monthly surgeon radiation exposure was reduced by an average of 64%, from 6.8AE8.3 to 1.8AE2.7 mRad DDE (p ¼ 0.11), 120.6AE101.4 to 49.2AE66.6 mRad LDE (p¼0.10), and 116.2AE97.8 to 47.6AE64.0 mRad SDE (p¼0.11). Complications were rare without significant difference between the 2 groups. Image quality was acceptable in all cases using 1 pps fluoroscopy despite a maximal patient BMI of 82.2. The only technical compromise noted was increased motion artifact, which was easily avoided by allowing the C-arm to complete motion prior to image acquisition.
CONCLUSIONS: Use of single pulse-per-second fluoroscopy significantly reduces fluoroscopy time and lowers surgeon radiation exposure by 64%.
Source of Funding: none
MP08-08 READING REPORTS VS REVIEWING IMAGES..HOW IMPORTANT IS IT FOR ENDOUROLOGISTS TO LOOK AT FILMS PRIOR TO DECISION-MAKING?
Haresh Thummar*, Vadodara, India; Ponkhraj S, vadodara, India; Shivang D, Vadodara, India; N Thummar, vadodara, India
INTRODUCTION AND OBJECTIVES:
The diagnosis and management of endourological conditions is highly dependent on imaging studies. Radiology reports do not always address all the issues relevant to decision-making, and on occasion can be inaccurate. To our knowledge, there is no data available in the endourological literature regarding the importance of self-viewing of images by treating physicians. We prospectively compared the diagnosis and management of endourology patients based on CT radiology reports alone vs. the viewing of images by an experienced endourologist.
METHODS: We randomly selected 46 new patients referred to an endourology practice who came with CT radiology reports for evaluation. A diagnosis was rendered and a treatment plan was formulated based on the report and history and physical exam. Following this, during the visit, the actual images were obtained and reviewed in detail and a final diagnosis and treatment plan rendered. Comparative findings and decisions were graded according to our protocol.
RESULTS: We saw changes in findings or treatment plan after reading of images in 29 patients (63.1%). Discrepant findings included wrong side in report, inaccurate stone size, missing stones, inaccurate location of stones, number of stones, degree of hydronephrosis etc. New findings included presence of AML, contralateral stones, crossing vessels, retrorenal colon, malrotated kidneys, duplicated collecting system, horseshoe kidney, scoliosis, and others. Missing information that affected treatment strategy included skin to stone distance, stone density, stone volume, and presence of encrustations on stent already in place. Grade 1 changes (defined as minor differences not affecting surgical plan) were observed in 11/29 (37.9%). Grade 2 changes (change in type of procedure) were noted in 7/29 (24.2%). Grade 3 changes (decision for observation vs. surgery) were observed in 5 (10.9%). Grade 4 changes (an additional procedure needed during surgery) were observed in 3 (6.5%). Grade 5 changes (potentially severe complication avoided, e.g. retrorenal colon in case of PCNL, change in side of surgery, crossing vessel at UPJ in patient candidate for endopyelotomy) were observed in 3 patients (6.5%).
CONCLUSIONS: Reviewing CT images rather than relying on a report alone results in a significant (grades 2 to 5) change in treatment plan in randomly selected endourology patients and can potentially avoid complications. METHODS: Using MarketScan Commercial Claims data (2009-2013), we identified men who underwent Bx without prior CaP diagnosis/treatment. We assigned approach (MRI-Bx vs TRUS-Bx vs transperineal (TP-Bx)) using CPT codes for Bx and pelvic MRI. We assigned MRI-guidance if MRI performed 3 months before Bx. Primary outcome was new CaP diagnosis (i.e., ICD-9 185.0). Other outcomes included treatment (yes/no) and treatment type (prostatectomy (RP) vs radiation (RT)) Multivariable logistic regression adjusted for patient and geographic covariates to estimate odds of these outcomes.
RESULTS: We identified 210,894 men who underwent 1+ Bx (MRI-Bx n¼1,378; TRUS-Bx n¼208,776, TP-Bx n¼740). The mean age of this cohort was 57 years (standard deviation 5 years). Overall, a new CaP diagnosis was most common after TRUS-Bx (36.4%) versus MRI-Bx (28.9%) and TP-Bx (29.3%) (p<0.001). Patients with prior negative Bx were less likely to have a new CaP diagnosis (20.5% vs 37.7% Bx-naive, p<0.001). Patients with prior negative Bx who underwent MRI-Bx were not more likely to be diagnosed with CaP (OR 1.12 vs TRUS-Bx, 95% CI 0.88-1.43) (Figure) . Among Bx-naive men, MRI-Bx was associated with a lower odds of CaP detection (OR 0.81 vs TRUS-Bx, 95% CI 0.71-0.93). Patients managed with MRI-Bx and diagnosed with CaP were less likely to receive treatment (OR 0.77, 95% CI 0.62-0.98). There is no association between Bx approach and type of treatment (OR 1.19 RP vs RT, 95% CI 0.90-1.58).
CONCLUSIONS: During initial adoption, use of MRI-Bx was not associated with significantly increased CaP detection among men with prior negative Bx. Furthermore, patients receiving MRI-Bx were less likely to then have treatment for PCa. These findings merit further investigation, taking tumor and provider factors, including operator experience, into account.
